HIV ANTIBODY TEST

CALIFORNIA STATE DEPARTMENT
OF HEALTH SERVICES

et 1101010 NEA
of AIDS Client

Number

999-9999-9

LOCAL LABORATORY NUMBER

SPECIMEN DATE: | | | | | |
(mm/ddlyy)

RETURN APPOINTMENT | | | | | |
DATE: (mm/ddlyy)

GENDER: (IO maLe (1@ remate [J® mr [J@ Fm

DATE OF BIRTH: | | | | I | | | |
(mm/ddlyyyy)

RESIDENCE COUNTY:

LABORATORY NAME & ADDRESS:

CLINIC/SITE NAME, ADDRESS, & PHONE:

RESIDENCE ZIP CODE: | | | | | |

CONFIDENTIAL TESTING USE ONLY
LAST NAME:

SSN: (last 4 digits,
0000 if unknown)

RAPID TEST USE ONLY
ornomeer:| | | [ [ [ | | |

EXPIRATION COUNSELOR/
DATE: (mmyy) TECH INITIALS:

specIMEN: []@ oraL [J@FinGER sTick [J® VENIPUNCTURE

BEGIN TEST END TEST

TIME TEMPERATURE TIME TEMPERATURE
am 0 Oam °
CJem F WY F

RESULT: []@ PRELIMINARY POSITIVE (indicate confirmatory specimen)
[J®@ necaTIVE
[J® INvALID, reason:
CONFIRMATORY SPECIMEN GIVEN: [ J®vEs []@No

LAB SPECIMEN
speciMEN: [J® oraL [J@ FINGER sTick []® VENIPUNCTURE

TEST SITE COPY

DHS 8257 (9/03)



